Background
Introduction
Childhood overweight and obesity is a serious public health problem worldwide in the 21 st century. The prevalence of overweight and obesity has increased in almost all countries worldwide especially in economically developed countries [1] [2] [3] .
The traditional perception that a heavy child is a healthy child has changed based on evidence that overweight and obesity in childhood is associated with a wide range of serious health complications [4] . Overweight and obese children are more likely to have cardiovascular (e.g. hypertension, heart disease, high cholesterol), metabolic (e.g. type 2 diabetes), and psychosocial illnesses (e.g. eating disorders, depression and low self-esteem) than their normalweight counterparts [1] . Also, children who were overweight and obese are at greater risk of premature illness and death in later life [5] .
The United Nations International Children's Emergency Fund (UNICEF) defined overweight and obesity as excessive and unbalanced nutrition to a point at which health is adversely affected [6] . The aetiology and pathogenesis of overweight and obesity often involve complex interaction between genetic makeup and environmental factors. Adoption of sedentary behaviour (physical inactivity, watching television and sitting in front of computer) combined with excess caloric consumption are examples of the environmental factors that are potentially modifiable in the battle against overweight and obesity [7, 8] .
While the fundamental principles of weight management in children might seems straightforward through reduction in energy intake and increase energy expenditure, the results of current intervention studies on childhood overweight and obesity prevention are variable. A systematic review and meta-analyses on the management of obesity among children less than 18 years of age concluded that lifestyle interventions may lead to improvements in weight and cardio-metabolic outcomes [9] . However, the evidence is limited on the optimal duration of the intervention and its long-term effectiveness. A more recent review conducted in 2015 that focused only on pre-school childhood obesity (<6 years of age) found multidisciplinary and intensive interventions have some evidence of efficacy in reducing body fat and fat mass [10] . Therefore, the objective of this review was to examine the effectiveness of interventions (including dietary, physical activity and behavioural interventions) in reducing weight related outcomes among overweight and obese children 6 to 12 years of age. It is hoped that the results from this review would provide information and guide medical practitioners and health policymakers on the management of childhood overweight and obesity.
Materials and methods
A systematic review was conducted to explore the current approaches on managing overweight and obesity among schoolchildren. The review question was: How effective are current intervention(s) in reducing weight related outcomes including anthropometry and body composition among overweight or obese schoolchildren?" This review was registered with the International prospective register of systematic reviews (PROSPERO) CRD42016037918 [https://www.crd.york.ac.uk/prospero].
Study selection
The study design considered in this review included randomised controlled trials (RCTs) and quasi-experimental studies. We included studies that compared strategies on the management of overweight and obesity among schoolchildren aged between 6 and 12 years of age to usual care or minimal advice. Overweight or obese were defined based on several criteria, including BMI z-scores (or standard deviation (SD) scores) [11] , BMI percentile [12] , BMI cut-offs based on age and gender [13] and percentage of weight for height [14] . However, studies that classified overweight or obese using other definitions were also considered. The primary outcome of this review was a change in weight related outcomes, which included anthropometry (including weight, standard body mass index (BMI) in kg/m 2 , BMI percentile, BMI z-scores and standard deviation scores, percent of overweight, weight for height percentage, waist circumference) and body composition (including lean body mass, body fat and fat mass).
The secondary outcomes measured were changes in physical activity and dietary behaviour. Physical activity assessed using physical activity questionnaires, and/or activity monitors (such as accelerometer and pedometer) as well as assessment of sedentary activities were considered in this review. Studies reporting changes in dietary intake including carbohydrate and fat intake as well as caloric estimates were included. We excluded studies that focused on interventions for preschool age groups or adolescent, interventions on prevention of obesity, on drug treatment of obesity or on normal weight children.
Studies that included school-based or non-school based (home, clinic or community) interventions were reviewed. Interventions could include one or a combination of: (1) one-to-one or group counselling or advice, (2) self-directed or prescribed physical activity programmes (with or without supervisions), (3) dietary intervention or 4) behavioural strategies. Interventions delivered by one or more providers (healthcare providers, exercise professionals, or dietitians) were considered. There was no restriction on the type and content of the control group. Interventions could be compared with usual care (no active intervention), participants listed on waiting list or those who received minimal advice.
Data sources & search strategy
Studies were electronically searched using EBSCOhost interface for Medline, CINAHL, Psychology and Behavioural Sciences Collection and SPORTDiscus, and EMBASE databases. We adhered to the Preferred Reporting Items for Systematic reviews and Meta-Analyses (PRISMA) guidelines [15] . The search strategy performed using the Medical Subject Heading (MeSH) terms and keywords. For children, search was done using the MeSH term child and the keywords child$ OR children. For overweight we used a combination of MeSH terms as follows: overweight OR obesity OR pediatric obesity. Peer-reviewed published articles between 1st January 2000 and 31 st December 2017 were used. Published systematic reviews on the management of obesity among schoolchildren were used as the source of randomised controlled trials (RCTs). Potential eligible studies were hand searched from the reference lists of review articles and included studies. We limited the search to include studies that involved children between 6 and 12 years of age. All the titles, abstracts, and full-text of each study retrieved from the search were screened by both reviewers using a standardized form for study eligibility. In cases where there was any doubt on the paper eligibility, the issue was resolved through discussion until a consensus was reached. In view of limited resources for translation, articles that were published in the English language were considered in this review.
Data extraction
The titles and abstracts of all studies retrieved were reviewed following the criteria for study selection to decide if the full-text manuscripts were required for further evaluation. Each fulltext article retrieved was evaluated systematically according to the study's: (1) objective (on the effectiveness of interventions), (2) characteristics of the study (study design, participants' age, behavioural theoretical model, and sample size), (3) contents of the intervention (intervention strategies, intervention provider, length of intervention and follow-up contacts), (4) targeted outcome/s and (5) major findings.
Methodological quality assessment of individual studies
Each selected study was evaluated for its methodological quality using the Cochrane Collaboration tool for assessing the risk of bias (the Cochrane Handbook for Systematic Review of Interventions) [16] . It covers: a) sequence generation b) allocation concealment c) blinding d) incomplete outcome data (e.g. dropouts and withdrawals) e) selective outcome reporting and f) other areas of bias. For each domain in the tool, the procedures undertaken for each study were described. Each study was rated as 'high', 'low' or 'unclear' risk of bias based on a judgement of the gathered information. These judgements were made independently by two review authors based on the predetermined criteria and later discussed in a meeting until a consensus achieved.
Data synthesis and analyses
We conducted a narrative synthesis based on the primary and secondary outcomes of this review. The primary outcome measures were pooled and calculated using the statistical software RevMan 5.3, according to the Cochrane Handbook for Systematic Reviews of Interventions [16] . Attempts to contact the authors to obtain the raw data for data analysis was made but to no avail. The results of the BMI z-score, waist circumference and body fat percentage were analysed using weighted or standardized mean differences as a measure of effect size, with 95% confidence intervals. Since the participant demographics and clinical settings differed among studies, we assumed the presence of heterogeneity a priori. Therefore, we used a random-effects model to pool the results. We assessed heterogeneity using the Cochran's Q statistic of heterogeneity with reported p-value and the degree of inconsistency across studies was quantified using I 2 . In studies with three arm RCTs, each of the intervention group was analysed independently and compared with the control group. A funnel plot was performed to determine the presence of potential publication bias using the statistical software RevMan 5.3.
Results

Literature search
Three hundreds and two articles were identified through the five databases and cross referencing. Twenty were removed due to duplication. After screening the titles and abstracts, 69 fulltext articles were retrieved and assessed for eligibility. Fifty-five articles were excluded because they did not fulfil the selection criteria. The reasons for exclusion included participants age were not between 6 and 12 years of age (n = 35), studies identified were neither RCT nor quasi (n = 13), the comparison group was with normal weight children (n = 1), intervention focused on diabetes prevention (n = 1), not an original research article (n = 2), not in English language (n = 1), and data presented was on cost-analysis (n = 1). A total of 14 articles were included in the narrative synthesis and eight were included in the meta-analyses. The flow diagram for the study selection is described in Fig 1. Characteristics of selected studies Table 1 summarises the characteristics of the selected studies. Thirteen RCTs [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] and one three-arm quasi-experimental study were reviewed [30] . Three RCTs were conducted in North America [17, 22, 25] , three in Israel [27, 28, 30] , the remaining studies were conducted in Netherlands [18] , Norway [25] , Finland [21] , New Zealand [23] , United Kingdom [29] , Australia [20] and Malaysia [24] . As for the study setting, three studies were conducted in the community [27] [28] [29] , five in the hospitals [18] [19] [20] 26, 30] , and three in the clinics [17, 24, 25] , of which two were in academic research clinics [17, 24] . Two studies were home-based [22, 23] , and another was conducted in school [21] .
Five studies recruited children who were overweight or obese [17, 18, 22, 23, 25] , while nine recruited only obese children [19] [20] [21] 24, [26] [27] [28] [29] [30] . All studies except one excluded participants with comorbidities [25] . Most studies used BMI percentile to classify overweight or obese [17, 19, 22, 24, 25, [27] [28] [29] [30] . Three studies used BMI z-scores [18, 20, 26] , one used weight for height percentage [21] and one used the International Obesity Task Force cut points [23] to classify overweight or obese. Interestingly, the definition used to classify overweight and obese differs in the included studies despite using the same measures. For example, some studies defined obese as BMI percentile >94 th centile [22, 28, 30] while others as BMI percentile >98 th centile [27, 29] .
All studies had interventions that integrated interdisciplinary approaches involving parent or family. Selected studies incorporated either a combination of behavioural strategies, physical activity, and dietary component [17] [18] [19] 21, 24, 25, 29] , behavioural strategies and physical activity [22, 23] or physical activity and dietary component without behavioural strategies [20, [26] [27] [28] 30] . All interventions were delivered by a group of healthcare providers (psychologist, dietitian/nutritionist, physical/sport therapist) except in one study where the intervention was delivered by a clinical psychology graduate student [17] . One study used short message services [18] , while another used an automated interactive voice response system [25] to maintain behavioural change. Only five studies incorporated health behavioural theories in their interventions, namely social learning and cognitive theory [29] alone or combined with behavioural theories or models [18, 23] , social ecological theory [25] or the trans-theoretical model [30] . The duration of intervention varied between 8 weeks and 12 months. In nine studies participants and their families were followed up for 12 to 24 months [17] [18] [19] [20] [21] 25, 26, 29, 30] . Six RCTs were compared with usual care or wait-listed groups [17, 19, 20, 23, 24, 29] while the others were compared with groups that received minimal advice.
All studies assessed weight related measurements as their primary outcomes. Seven studies used BMI z-scores [17, 18, 20, [23] [24] [25] [26] and two studies included standard BMI (kg/m 2 ) [17, 22] as their primary outcomes. Other studies also included body fat [26] , percentage of overweight [17, 19] and weight for height percentage [21] as their primary outcomes. Six studies measured body composition such as body fat, fat mass and lean body mass as their outcomes [19, 23, [26] [27] [28] [29] . Five studies measured waist circumference as their outcome [19, 20, 23, 29, 30] . One study measured skinfold thickness as their outcome [27] . However, 11 studies presented more than one weight related outcomes as their outcome measures [17, [19] [20] [21] 23, 24, [26] [27] [28] [29] [30] .
Eight studies measured changes in physical activity and sedentary behaviour including screen time [17, [22] [23] [24] [25] [27] [28] [29] . In three studies, the level of physical activity was measured using the accelerometers [17, 22, 24] . Seven studies measured changes in dietary intake including consumptions of unhealthy snacks as outcomes [17, 18, 22, 23, 25, 26, 28] .
Study quality
The risk of bias for randomisation was unclear and low for all 13 RCTs [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] . The risk of bias for randomisation among quasi-experimental studies was high as expected. The quasi-experimental study stated random assignment of participants in their interventions. However, details on the randomisation technique was not elaborated [30] .The allocation concealment was described in six (43%) studies [18, [20] [21] [22] [23] [24] . Blinding of participant and personnel was lacking in all studies as anticipated because of the nature of the interventions. In addressing detection bias, blinding of outcome assessment was unclear in most studies. In three studies the outcome measures were performed by assessors blinded to participants' grouping [20, 22, 24] . The risk for incomplete outcome data was low for all studies except for one [29] . Sacher et. al (2010) declared loss to follow-up among their participants but did not apply intention to treat analysis [29] . The proportion of studies with low, unclear and high risk of bias is presented in Fig 2. 
Effect of interventions compared with controls
Five studies that incorporated behavioural strategies with exercise and dietary interventions reported positive effects on the weight related outcomes [17, 19, 21, 25, 29] . Other studies that included behavioural skills and exercise alone [22] or combination of exercise and dietary interventions [27, 28, 30 ] also reported positive effects on the weight related outcomes. Of the seven RCTs that measured BMI z-score, four showed significant reductions among participants in the intervention compared to controls [17, 21, 25, 29] . Three of these studies showed reductions at 6-months follow up [17, 25, 29] , of which two studies delivered their interventions in groups sessions [25, 29] . Two studies that incorporated family group sessions of behavioural strategies with exercise and dietary interventions showed no reductions in the BMI z-scores when compared to control groups [18, 24] . One of these RCTs used SMS to encourage selfmonitoring and provided personalised feedback [18] . Two RCTs that measured BMI percentile also showed reductions at post-intervention when compared to their controls [27, 28] . Both studies incorporated group-based diet and physical activity programs with family engagement. The quasi experimental study found dietary intervention alone or combined with physical activities leads to significant reductions in BMI z-scores compared to exercise intervention alone [30] .
Four out of eight RCTs showed increased physical activity in the intervention group compared to the control [22, [27] [28] [29] . One study also showed reduction in sedentary activity among participants in the intervention group. The change was sustained at 6-months follow-up [29] . Seven RCTs measured dietary intake behaviour as their outcomes, which included carbohydrate and fat intake as well as estimation of caloric intake [13] [14] [15] [16] 18, 19] . Only two studies showed significant reductions in dietary or caloric intake when compared to the control groups at post-intervention, however, they did not follow up the participants [22, 23] . One study showed reductions in fat and caloric intake from snacks and reduction in snack intake during watching television [22] .
All community-based intervention studies reported positive effects on changes of BMI zscore, BMI percentile, waist circumference and/or skinfolds, as well as improvement in sedentary behaviours [27] [28] [29] . However, only one study followed participants up to 12 months and showed sustained effects on these outcomes [29] . One of the three hospital-based studies [29] , one of the two home-based [22] , and each of the clinic-based [17] and school-based [21] interventions reported positive effects on the outcomes. We performed meta-analyses to determine the effect of interventions on changes in BMI zscore, waist circumference and body fat percentage based on different intervention strategies. Some of the selected studies varied in their primary outcomes, therefore, data from studies with similar outcomes were pooled and analysed. Data from eight RCTs (n = 969 participants) were pooled to determine the effects of intervention strategies on the changes of BMI z-scores. However, two of the studies were 3-arm RCTs, which we analysed each intervention separately. No statistically significant difference was found between intervention and controls (standardised mean difference = -0.14; 95% CI = -0.87, 0.60; p = 0.72) (see Fig 3) [ 17, 18, 20, [23] [24] [25] [26] 29] . A meta-analyses on three RCTs (n = 434 participants) did not show significant positive effects of any intervention strategies on the changes of waist circumference compared to controls (standardised mean difference = -0.25; 95% CI = -0.51, 0.01; p = 0.06) (see Fig 4) [20, 23, 29] . Five RCTs (n = 463 participants) pooled data showed no significant difference in the changes of body fat percentage between intervention and control (standardised mean difference = 0.30; 95% CI = -0.17, 0.76; p = 0.21) (see Fig 5) [23, [26] [27] [28] [29] . Interventions on childhood obesity
We only present a funnel plot for the BMI z-score outcome but not for the BMI percentile and body fat percentage. This is because a funnel plot with fewer than 10 studies in a metaanalysis would lead to low power of analysis to distinguish the chance from real asymmetry [31] . Fig 6 depicts the funnel plot for the meta-analysis on the effects of the intervention on the changes in BMI z-score of the selected studies in our review. There was an asymmetry of the plot to suggest presence of publication bias.
Discussion
We conducted this review to evaluate the effectiveness of interventions on weight related outcomes (BMI z-score, BMI percentile and body fat percentage) and lifestyle outcomes (physical and sedentary activities, and dietary behaviour) among overweight or obese schoolchildren.
Our narrative synthesis found studies that incorporated behavioural lifestyle interventions reported positive effects on weight related outcomes. Previous reviews and meta-analyses reported interventions that incorporate lifestyle modifications including dietary restriction, physical activities (exercise) alone or in combination leads to larger effects on BMI, BMI zscores and body composition, as well as reduced unhealthy dietary intake when compared to controls [9, 32, 33] . Moreover, a previous systematic review found addition of pharmacological intervention to behavioural lifestyle intervention led to only small effects on BMI and BMI zscore. [33] . Hence, this emphasised that behavioural lifestyle modification is utmost important in the management of obesity in children.
Studies that integrated behavioural skills into the lifestyle modifications intervention showed positive effects on the reductions of BMI z-scores, BMI percentile, waist circumference and body fat, as well as improved physical, sedentary and dietary behaviours. The parents of children in the trials were taught coping and problem-solving skills, which could have facilitated the weight reduction, hence, improved outcomes. A previous case control study that examined family functioning, expressed emotion and coping skills found mothers' negative expressed emotion and coping skills were related to the child being overweight [34] . Hence, Interventions on childhood obesity such behavioural skills should be incorporated as strategies in the management of obesity in children.
In this review, all studies that engaged family members in their intervention showed positive effects on weight related outcomes. Such findings are consistent with previous reviews which reported family based interventions with parental involvement led to reductions in BMI, BMI z-scores and body composition [32, 35] . The engagement of parents in these trials facilitated their children in choosing healthier behaviour in addition to acting as role models for their children.
In most studies with positive effects, the delivery of the intervention involved interdisciplinary approaches involving various healthcare practitioners including dietitians, psychologists and physical or sports therapists. Moreover, in some of these studies, intervention sessions were conducted in groups. A previous systematic review on childhood obesity showed that behavioural lifestyle interventions delivered by trained specialised interventionists were effective for obesity [36] . Continuous external support from other people, or professionals may be important in achieving and maintaining goals.
Our review found that the studies were set in various settings, including in the community, school, home and the hospital. All community-based interventions reported positive effects on the primary outcomes. Our findings are consistent with previous systematic reviews which reported positive outcomes from combined lifestyle interventions (diet and physical activity) delivered in the community [36] . It was anticipated that community-based interventions would be more cost-effective compared to clinic or hospital settings. An economic evaluation on 10 RCTs reported lifestyle interventions are potentially cost-effective for obese children between 10 and 11 years of age. Its impact on health benefits and cost-savings however, would only be evident in their 6 th or 7 th decade of life [37] .
The outcome measured in majority of the studies varied. Various reference datasets for weight related outcomes were used, which led to different definitions of obesity in children. The BMI z-score was often used as an outcome measure in children, however, its role in childhood obesity has been challenged. In children aged less than 9 years, BMI z-score is a weak to moderate predictor of total fat mass and body fat percentage [38] . In addition, it is also a weak predictor of total body fat changes over time with poor specificity [39, 40] . Hence, in clinical practice, changes in body composition among obese children should not solely be monitored using BMI z-score. Interventions on childhood obesity Our meta-analyses showed the effects of interventions on BMI z-score, waist circumference and body fat measurements were inconclusive for the management of childhood obesity. We are not able to make comparison with a previous review [9] as they pooled standard BMI data rather than BMI z-score, waist circumference or body fat. Further their review also included adolescents. The inconclusive findings from our meta-analyses could be due to differences in intervention strategies.
Our review provides insight into the impact of lifestyle interventions combined with behavioural strategies in reducing the weight related outcomes among overweight and obese schoolchildren. The involvement of family members in the treatment of overweight and obesity could not be overemphasised. The intervention one chooses would depend on the resources in the school and the community. Using dedicated personnel to deliver the intervention was effective, but the cost and human resources demand would be high. In addition, strategies attempting to reduce unhealthy behaviours such as reducing sedentary behaviours and adopting healthy dietary intake seem to be more effective. Parents could be trained and empowered to promote the lifestyle changes required for the management of obesity in children [41] . Interventions on childhood obesity This review included both randomized and non-randomized controlled trials to provide more comprehensive views of various interventions aimed to reduce weight related outcomes. We also evaluated the effects of intervention on waist circumference and body fat percentage not just on BMI measures as these parameters are commonly monitored in clinical practice. Several limitations need to be mentioned in this review. Even though we have employed an extensive search strategy, we limited the publications to English language only, due to limited resources. Hence, the effectiveness of the interventions could be overrepresented. Our review only included RCTs and quasi-experimental studies, and not cohort studies. The latter study design would provide a better reflection of clinical practice. Our search strategy was specific for diet, nutrition and physical activity interventions. Hence, publications that used term such as weight management were not captured. Most studies included in this review had high or unclear risk of bias with regards to the allocation concealment and blinding of the assessors. Therefore, the findings reported should be interpreted with caution. Most studies also had high or unclear risk of bias for blinding of participants and personnel. However, these were unavoidable in view of the nature of the intervention. In addition, unpublished studies were not identified, thus, publication bias is possible. The funnel plot showed presence of possible publication bias which could be attributed to studies with small sample size and possibly with negative results were not published. Cost-effectiveness of interventions were not included in this review, which is an important aspect to consider when choosing an intervention. Hence, it should be considered in future reviews.
Conclusion
Our meta-analyses showed that current interventions for the management of obesity among schoolchildren on weight related outcomes were inconclusive. However, based on the narrative synthesis, the role for behavioural lifestyle interventions with interdisciplinary team approaches and family involvement is crucial to curb obesity among schoolchildren. But more robust studies are needed to determine its effectiveness. 
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